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What are YOUR  
personal  
learning  
goals for  

today? 



DSM-5 Criteria for PTSD 
(A)    Exposure to  actual or threatened     

death, serious injury or sexual violence:  
w Directly experiencing the trauma; 
w Personally witnessing trauma occurring to 

others; 
w Learning of accidental trauma to close 

family or friends; 
w Extreme or repeated exposure to the effects 

or aftermath of trauma (eg. EMTs, Police) 



(B) One or more intrusive 
symptoms associated with 
traumatic event: 
w Recurrent, involuntary intrusive recall; 
w Recurrent nightmares related to event; 
w Dissociative reactions (“flashbacks”); 
w  Intense or prolonged psycjological distress 

upon exposure to internal or external cues; 
w   Marked physiological reactions to internal 

or external reminders 



(C)  Persistent avoidance of  
       reminders (1 or both) 
w Avoidance or attempts to avoid distressing 

memories, thoughts or feelings  about or 
associated with the event(s); 

w Avoidance or efforts to avoid external 
reminders (eg. people, places, activities, 
objects, situations that arouse such 
memories,  thoughts or feelings; 



(D)  2+ associated negative 
changes in cognition and mood 
w  Amnesia for the event(s) 
w  Persistent and exaggerated beliefs or ex-

pectations about self,   others or the world; 
w  Persistent distorted cognitions about the causes or 

consequences; 
w  Persistent negative emotional state 
w  Markedly diminished interest or participation in  

significant activities; 
w  Feelings of detachment or estrangement; 
w  Persistent inability to experience positive 

emotions (anhedonia) 



(E)  Marked change in arousal 
and reactivity (2 or more) 

w  Irritability and anger outbursts; 
w Reckless, self-destructive behavior; 
w Hypervigilance; 
w Exaggerated staratle response; 
w Problems with concentration; 
w Sleep disturbance (DFA or restless) 



Possible specifiers: 
w Depersonalization:  persistent or recurrent 

experiences of feeling detached or outside 
one’s self (eg. as in a dream, observing self 
from outside, time distortion) 

w Derealization:  feeling as though current 
surroundings are unreal, dreamlike or 
distorted 

w With Delayed onset (> 6 months post) 
w  (Separate criteria for children < 6 y/o) 



Working definitions 
w “Classic” PTSD 

–  Single episode trauma – eg. auto accident or 
medical emergency 

– Multiple trauma exposure - eg. military, EMTs 
w “Complex” PTSD (Courtis & Ford 2009) 

– Repetitive or prolonged trauma exposure 
– Direct harm, neglect or abandonment by 

caregivers or responsible adults 
– Occurring at developmentally vulnerable times 
–  Potential to severely compromise normal 

development  



Mnemonic for PTSD 





Intergenerational Trauma 

Early dysfunctional 

Prenatal historical, 
cultural &  epigenetic 

loading 







Trauma-Informed Care 

w What  is “trauma-informed care” 
w Who needs it? Who should do it? 
w How do we go about it? 
w Where should we be doing it? 
w When should we start? 
 



Soooo…  
why don’t we? 



Working with “persons who come  
from the experience of trauma”: 

w Huh?  Who are they? 
–  They are not “victims” 
–  They are not “survivors” 
–  Labels keep them “trapped in  their story” 
–  They are people who have had a unique 

opportunity to develop a set of  strengths and 
resiliency that we need to understand… 

– …and that they need to feel safe enough to 
share with us! 



Working with “persons who come  
from the experience of trauma”: 

w Starts before they walk in the door 
– What is your Agency’s reputation in the 

consumer  community? (Do you know?) 
w Requires us to become aware of THEIR 

awareness 
–  Is the waiting room calm and welcoming? 
– Are the support staff friendly and helpful? 
– What are some perceptual barriers we may not 

have thought about? 



Working with “persons who come  
from the experience of trauma”: 

w How are potential clients greeted? 
–  Just because they’re here doesn’t mean 

they’re engaged 
–  They’re “sizing you up” before you’re even 

aware of it!  (How did you dismiss the client 
before them?) 

– A welcoming smile turns a handshake into a 
“heart-shake” 

 



w We’re always asking them to examine 
their values and assumptions… 

w …have we examined OURS? 
– What are “they” like? 
– Why do you think they are here? 
–  Transference and countertransference 
– When  you’re stressed – and you will be! – 

where do you fall on the Karpmann 
Triangle? 

Working with “persons who come  
from the experience of trauma”: 



Working with “a person who comes  
from the experience of trauma”: 

w Requires a different “heart-set” as well as 
mindset 
–  “You  never get a second chance to make a 

first impression” 
–  “they may forget what you said or did – but 

not how you made them feel” 
– Requires a level of openness to their 

experience that challenges our traditional 
boundaries 



w Counseling 101  
–  “They don’t care what you know until they 

know that you care” 
–  “If your only tool is a hammer,  you’ll treat 

every client like a nail”  -  Carl Rogers 
– Whose needs are getting met here?  Why did 

they come here, and how am I helping them 
toward that goal? 

–  “I don’t care why they came – I only care 
about why they stay” 

Working with “a person who comes  
from the experience of trauma”: 



w Bear in mind that RULES are not safe! 
–  “Rules” are what other people in power used 

to hurt me 
–  “Rules” only seem to work for the other guy 
– Developmentally, many clients are at a 

maturity level where “rules” are only meant to 
be challenged, evaded or manipulated 

w Trust and transparency rely on reasons, not 
just rules.  (“What’s the WHY?”) 
 
 

Working with “a person who comes  
from the experience of trauma”: 



For instance - “Group Rules”   
are usually a waste of time… 

w They’re based on the “establishment” 
expectations for minimally acceptable 
behavior… 

w …the “lowest common denominator”       
of compliance 

w They are based on a power differential… 
w …which often leads to a power struggle! 
w They tell the group exactly how to 

challenge your control. 
…and they won’t disappoint you! 



“Group Norms” may be              
more effective: 

w They are the Group’s expectations of     
each other 

w They tend to hold members to a higher 
standard of participation 

w They are usually self-reinforcing by way   
of peer feedback 

w They let the Group struggle with itself, 
instead of with you 

w But of course…    YOU shape the norms 
by your behavior! 



  But we gotta have rules, right?  
So Keep it simple:    “Just for today I commit to 

H 

O 

N 

O 

R 

onesty with myself and others 

penness to others’ beliefs and opinions 

ot “preach” or attack my peers 

ffer my truth quietly and  respectfully 

espect the privacy of the Group” 



Circle of Care in TIC 
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w Acknowledgement of the pervasiveness 
of traumatic experiences 

w Safety – for both participants and 
providers 

w Atmosphere of  Trust 
w Choice and Control of appropriate 

elements 
w Compassionate Collaboration  
w Strengths-based  

Core components of TIC 
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w  Acknowledge the client’s abilities to survive and even 
grow from adversity 

w  Honor the strength it takes to get to where the client 
currently is 

w  Move beyond mere survival.  Refer to clients as 
“someone who experienced trauma” – they are more 
than what happened to them. 

w  Focus on healing – recovery is possible.  Let the client 
know that you believe in them and support their efforts 
to heal 

w  Control - Let the client decide what their path to 
healing will look  like. 

To create a climate of hope & resilience 
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We ask them to change their 
minds… how about us? 
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What it doesn’t mean 
w  It doesn’t mean excusing or permitting 

unacceptable behavior. 
–  Supports accountability, responsibility 

w  It doesn’t mean just being nicer 
– Compassionate care vs TIC 
– Compassionate yes, but not a bit mushy 

w  It doesn’t ‘focus on the negative’ 
–  Skill-building, empowerment 
– Recognizing strengths 
 Stephanie	  Sundborg,	  MS	  	  ssund2@pdx.edu	  



What is required? 
w Secure, healthy adults; 
w Good emotional management skills; 
w  Intellectual and emotional intelligence; 
w Able to actively teach and be role model; 
w Consistently empathetic and patient; 
w Able to endure intense emotional labor; 
w Self-disciplined, self-controlled, and never 

likely to abuse power. 
Stephanie	  Sundborg,	  MS	  	  ssund2@pdx.edu	  



The Reality 

w We have a workforce that is under stress. 
w We have a workforce that absorbs the trauma 

of the consumers. 
w We have a workforce populated by trauma 

survivors. 
w We have organizations that can be oppressive. 
w All of this has an impact 

–  We have organizations that come to resemble the 
people we’re trying to help. 

Stephanie	  Sundborg,	  MS	  	  ssund2@pdx.edu	  



How does this play out? 

w  Lack of basic trust 
w  Loss of emotional management 
w  Communication breaks down 

–  Interpersonal conflict arises 
w  Silos versus teamwork 
w  Repeating what doesn’t work 
w  Loss of creative problem solving 

–  Loss of participation 
–  Learned helplessness 

w  Silencing of dissent 
Stephanie	  Sundborg,	  MS	  	  ssund2@pdx.edu	  



A Parallel Process: TIC in a 
Nutshell 

w Recognition that trauma creates fear, 
powerlessness, and sense of worthlessness. 

w Commitment wherever possible to avoid 
repeating those experiences. 

w  INSTEAD, in whatever way possible: 
– Create safe context 
– Restore power 
–  Support self-worth; value the individual 

Stephanie	  Sundborg,	  MS	  	  	  ssund2@pdx.edu	  



Trauma Informed Care 

The Foundations of Trauma 
Informed Care 

Commitment	  to	  Trauma	  Awareness Understanding	  the	  Impact	  of	  Historical	  Trauma	  

 Agencies demonstrate TIC with Policies, Procedures          and 
Practices that: 

Create	  Safe	  Context	  
 
Physical safety 
Clear and consistent 
           boundaries 
Transparency 
Predictability 
Choice 
 

Restore Power 

Choice 
Empowerment 
Strengths 
perspective 
Skill building 
Modeling 

 

 

Support	  Self-‐
Worth:	  	  Value	  the	  
Individual	  

Respect 
Listening 
Collaboration 
Compassion 
Mutuality 
Relationship 

Diane Yatchmenoff, PhD – Portland State U. 



Oregon Standards of Practice for 
Trauma-Informed Care 

w This is a voluntary initiative which 
w Should be adapted to the needs of each 

organization;  meaning 
w The Standards ask for a descriptive 

response, rather than “yes/no”.  therefore 
w The descriptors are unique to each 

organization, and scoring cannot be used 
for comparisons with other agencies 



Oregon Standards of Practice for 
Trauma-Informed Care (con’t) 

w The guidelines are descriptive, not 
prescriptive.  There is no assumption that 
any Agency will be able to answer 
affirmatively in every domain.  

w Agencies will respond according to their 
unique needs.  They may be doing a 
number of useful strategies no captured in 
the guidelines 



Oregon Standards of Practice for 
Trauma-Informed Care (con’t) 

w  It may be useful to place scores into 
domains according to areas of strength,   
and opportunities for improvement. 

w Bear in mind that (ideally) these guidelines 
become manifest in individual interactions 
between agency, consumers and providers 
which personify sensitivity, respect, 
empowerment, transparency and caring for 
ALL participants (edited mgb) 



Let’s take a look at the folks we 
all see most often - 

w  Multiple unsuccessful treatment episodes, or  
w  Several successful episodes of care followed by 

unexplained relapse; 
w  Clients seen in multiple treatment settings:  

“frequent flyers”  
–  Police/jail/corrections 
–  Multiple treatment providers (Bx Health, ER) 
–  Multiple system clients (DHS + MH + SUD etc)  

Persons with a history of 
complex trauma 
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Common Reactions to Traumatic Stress 
§  Emotional  §  Physical 
§  Terror §  Rapid Heart Rate 
§  Intense Fear §  Trembling 
§  Horror §  Dizziness 
§  Helplessness §  Loss of Bladder or Bowl 

Control 
§  Disorganized or Agitated 

Behavior 



https://soundcloud.com/wisconsinwatch/
scott-webb-trauma-informed-care  
 
https://soundcloud.com/wisconsinwatch/
scott-webb-trauma-informed-care 

Portland July 19 - 21, 2017 



Thank you… 

…for all the work you do!
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